Local health departments (LHDs) can more effectively develop and strengthen community health partnerships when leaders focus on building partnership collaborative capacity (PCC), including a multisector infrastructure for population health improvement. Using the 2008 National Association of County and City Health Officials (NACCHO) Profile survey, we constructed an overall measure of LHD PCC comprised of the five dimensions: outcomes-based advocacy, vision-focus balance, systems orientation, infrastructure development, and community linkages. We conducted a series of regression analyses to examine the extent to which LHD characteristics and contextual factors were related to PCC. The most developed PCC dimension was vision-focus balance, while infrastructure development and community linkages were the least developed. In multivariate analyses, LHDs that were locally governed (rather than governed by the state), LHDs without local boards of health, and LHDs providing a wider range of clinical services had greater overall PCC. LHDs serving counties with higher uninsurance rates had lower overall PCC. LHDs with lower per capita expenditures had less developed partnership infrastructure. LHD discontinuation of clinical services may result in an erosion of collaborative capacity unless LHD partnerships also shift their foci from services delivery to population health improvement.
ocal health department (LHD) partnerships with local health, social service, and private organizations are being promoted because they can increase the reach of evidence-based public health interventions. 1 However, because of competing demands and cultural and financial barriers, these partnerships may not always be sustainable. 2 Given the shrinking budgets many LHDs have experienced over the last decade 3 , developing and sustaining partnership collaborative capacity (PCC) have been even more challenging.
Alexander et al. identified important precursors to the sustainability of collaborative capacity 4 : outcomesbased advocacy, vision-focus balance, systems orientation, infrastructure development, and community linkages ( Table 1 ). These dimensions of collaborative capacity were identified through a grounded theory examination of qualitative data from four partnerships from the Community Care Network Demonstration Program. Local culture, political environment, physical environment, and the economic environment were found to facilitate and impede the development of collaborative capacity. Our study is the first to empirically assess the relationship between LHD collaborative capacity for local public health partnerships and the organizational and contextual factors that influence this capacity. Clarifying the factors that shape PCC can enable stakeholders to address barriers to LHD partnership sustainability and augment facilitators to aid in improving population health.
METHODS

Sources. We analyzed the 2008 National Association of County and City Health Officials (NACCHO)
Profile survey because the survey included a special module fielded to one-sixth of LHDs that assessed partnerships structures and community linkages (response rate=83%, n=454) . We matched Area Health Resource File (AHRF) data with Profile data by county for LHDs with county jurisdictions. For LHDs with multi-county jurisdictions, we aggregated demographics to the LHD level, weighting per capita characteristics by the relative population size of each county compared to the LHD's total jurisdiction. Using data from the Census Bureau, we matched LHDs with non-county jurisdictions to the county that comprise the non-county jurisdictions and then aggregated these population-weighted characteristics to the LHD. We excluded LHDs (n=14) with non-response on key study variables.
Measures. Using the NACCHO Profile data, we constructed an overall measure of LHD PCC comprised of the five dimensions of collaborative capacity identified by Alexander et al. 4 : 1) outcomes-based advocacy, measured by the extent to which LHD staff reviewed the effectiveness of public health interventions provided by partners, 2) vision-focus balance, measured by whether the LHD conducted a community health assessment and implemented a community health improvement plan by participating in a coalition, 3) systems orientation, measured by whether the LHD undertook initiatives with organizational partners that involved addressing the largest contributions to morbidity, 4) infrastructure development, measured by the extent that LHD collaborations with partners involved exchange of information, shared personnel/resources and ongoing relationships, and 5) community linkages, measured by the extent to which LHD has collaborated with other organizations from medical, social service, and educational organizations in the community. To construct the PCC composite (α=0.78), we calculated a summary score for each of the five dimensions, and then calculated the unweighted average of the five dimensions to develop the composite. PCC measure construction is described in Table 1 . Further details on measure construction, including coding methods, are available upon request from the authors. L Larger LHD jurisdictions and higher LHD expenditures per capita have been linked with local public health system effectiveness, so we measure the extent to which these LHD characteristics influence the development of PCC. LHD involvement in the provision of clinical services may also influence PCC because LHD stakeholders need to interface with community partners to refer to these services. Using LHD responses to a set of 29 clinical services, 5 we calculated the number of clinical services provided by the LHD directly or through a contractual arrangement. Contextual factors can also facilitate or impede the development of PCC; we proxied these through: percent non-White (culture), centralized LHD governance and existence of local board of health (political environment), rural residents (physical environment), and physicians per population, percent uninsured residents, and percent residents at or below the federal poverty level (FPL) (economic environment).
Analyses. We conducted regression analyses to examine the extent to which LHD characteristics and contextual factors were related to PCC. Six multivariate linear regression models were estimated: one regression for the overall PCC composite and a regression for each of the five PCC dimensions. The regression models additionally controlled for Census region (South, Northeast, Midwest, West) to account for differences in PCC based on geographical influences. As a sensitivity analysis, state fixed effects were included in the regression models in lieu of regional effects to account for state-specific factors influencing the development of PCC.
RESULTS
The mean PCC score was 50.6 out of 100 (standard deviation (SD)=19.7, range: 0-97.1). The most developed PCC dimension among LHDs was vision-focus balance (Mean=69.7, SD=32.3), while infrastructure development (Mean=46.4, SD=16.4) and community linkages (Mean=20.8, SD=16.5) were the least developed. In multivariate analyses, LHDs that offered a greater number of clinical services (β =9.11, p<0.001), LHDs without local boards of health (β=-6.21; p<0.01), and LHDs with decentralized (vs. state) governance (β=-7.68, p<0.01) had greater PCC. In terms of contextual influences, LHDs serving counties with lower proportions of uninsured residents (β =-5.57, p<0.001) had greater PCC. In adjusted analyses, LHDs with lower expenditures per capita (β =-2.25, p<0.01), centralized (state) governance (β =-10.83, p<0.001), and with a local board of health (β =-6.06, p<0.01) had less developed infrastructure for community health partnerships. Larger LHD jurisdictions had more community linkages (β =2.08, p<0.01). Sensitivity analyses using state fixed effects yielded similar effect sizes, but some effects were not statistically significant due to collinearity.
IMPLICATIONS
LHD PCC varied widely across jurisdictions. The strongest LHD influences on PCC were the number of clinical services offered by the LHD directly or through contracts and contextual influences, including county uninsurance rates. Given that most LHDs are reorienting away from the provision of clinical services per the Institute of Medicine vision on the future of public health 5 and that LHD provision of a greater number of clinical services is associated with greater PCC, the trend of LHD discontinuation of clinical services may result in an erosion of collaborative capacity unless LHD partnerships also shift their foci from services delivery to population health improvement. Jurisdictions serving counties with high uninsurance appear to be less capable of developing and sustaining multisector partnerships for population health improvement. With the rollout of the Affordable Care Act (ACA), our findings caution that jurisdictions with high proportions of uninsured residents that do not qualify for insurance as part of the ACA may experience an underproduction of community health partnerships and existing organizational partnerships may be challenged in these communities.
Our results also highlight that LHDs with decentralized (vs. state) governance and LHDs with greater per capita expenditures were more likely to engage in partnerships that involve exchanging data and sharing personnel resources. Local control of jurisdiction health policies and practices may give community stakeholders more latitude in developing their capacity for collective action. Our findings should be viewed in light of the facts that the data are from a stratified random sample of 1/6 of LHDs and that they are cross-sectional and may not be indicative of a causal relationship.
Policy makers in states with centralized LHD governance may improve collaborative capacity through sponsorship of initiatives that invest in LHD multi-sector partnership infrastructure and community linkages. LHD partnership resources can strengthen collaborative capacity and aid in translating collaborative action into measurable population health improvement.
SUMMARY BOX:
What is Already Known about This Topic? Local health department (LHD) partnerships with health, social service, and private organizations are being promoted because they can increase the reach of evidence-based public health interventions.
What is Added by this Report? A multi-item survey-based composite measure of LHD partnership collaborative capacity (PCC) was developed. LHD and contextual factors that related to PCC were examined. A key finding is that LHDs offering fewer clinical services and with high levels of community uninsurance had lower PCC, including less investment in infrastructure for organizational partnerships.
What are the Implications for Public Health Practice, Policy, and Research? Jurisdictions with high proportions of uninsured residents that do not qualify for insurance as part of ACA implementation may experience an underproduction of organizational partnerships for population health improvement. As most LHDs are discontinuing clinical services with the rollout of the ACA, organizational partnerships will need to redirect their foci from clinical services provision to population health improvement. The overall PCC score is an unweighted average of the scores from each dimension. Dimension-specific scores were calculated by converting each item to a 0-100 scale (e.g., No = 0, Yes = 100) and averaging equally for each question within each dimension-with the exception of systems orientation, where LHD community engagement counted for 50% of the score for that dimension.
*For Infrastructure Development and Community Linkages dimensions, the dimension score was calculated by counting the number of organizations an LHD had partnerships with out of a set of 24 total potential types of potential partners. We then divided this count by the number of types of organizations present in the LHD's jurisdiction. For example, if an LHD exchanges information with 17 different types of organizations and there were no tribal governments in the area, the Infrastructure Development Item 1 score would be 17 ÷ (24-1) = 73.9. 
